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 N 000 Initial Comments  N 000

This was a State home health complaint 

investigation survey.

Survey Date: 12/3-4/15 

Facility #: IN012985

Medicaid Number: 201190340B

Unduplicated 12 month census: 123

Active Patients: 53

Complaint ID# IN00174627 was found to be 

unsubstantiated.
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